To the extent that a woman of childbearing age cannot bear children, she is physiologically abnormal. If she is a hemodialysis patient, she is generally infertile. If a goal of dialysis is to restore physiologic normalcy, then therapy fails in that particular when fertility is not restored.
It is uncommon for the female dialysis patient of childbearing years to conceive or deliver a healthy infant while undergoing a course of chronic hemodialysis (1) (2) (3) (4) (5) (6) . A recent survey of English language literature going back to the 1960's reveals 37 such cases. In 19 of these conception had occurred before the need for chronic dialysis was established, and the infant was delivered weeks to months after the onset of dialysis. The relative rarity of reproductive function in female dialysis patients has attracted far less attention in the literature than the problems of impotence and infertility in the male.
The reported cases include women with ages ranging from 20 to 44 years of age. The onset of labor usually occurred at about the 34th week, with a range from the 25th to the 42nd week. Caesarean section when necessary usually occurred about a week earlier, at the end of the 32nd or 33rd week, but ranging from the 27th to the 37th week. Birth weight in these infants tended to be low, averaging only 1.6 kg (0.78-2.53 kg). As might be expected, the infants delivered by Caesarean section at a somewat earlier time tended to be smaller, averaging 1.44 kg, while those who had vaginal delivery averaged 1.84 kg. In the report from the European Dialysis and Transplant Association the male: female ratio was 11:7. In other reported cases the ratio is a more typical 6:6. Reported infant abnormalities were quite sparse, only one child being documented with a patent ductus arteriosus and others not having congenital or genetic defects described.
One infant, quite premature at 30 weeks gestation, died 12 hours after delivery. The others, so far as is described, lived and were healthy. The implications of this are particularly interesting because these infants spent critical formative moments in utero in an abnormal internal milieu. Although uremia apparently reduces birth weight, it does not seem to exert a teratogenic effect, so that there would appear to be little reason to fear abnormal offspring from such a pregnancy.
Although there are many appropriate concerns regarding maternal morbidity and mortality as the stress of pregnancy is played out against a uremic background, it is noteworthy that there are no reported maternal deaths from obstetrical causes in the surveyed series.
Nursing care provides the prolonged, personal, physical and emotional assessment and support that the patient (and spouse, if available) deserve. During the period of tremendous, natural concern for the success of pregnancy during dialysis, it is the nurse who first reacts to the guilt feelings (Am I doing enough to help my baby?) and to the apprehension of those callers who «don't want to trouble the doctor because he's so busy, but can you tell me ...», The patient must understand her dialysis perscription and nutritional goals, trimester by trimester. Both parents will ordinarily have heightened apprehensions as to whether the child, if viable, will be normal. There must be smooth coordination of obstetrical planning with dialysis needs, so that the patient does not feel fragmented between specialities. Additional care must be taken at every treatment to avoid periods of hypotension with attendant risks of placental ischemia, and to encourage the patient to remain in the left lateral decubitus position to optimize her hemodynamic status while she undergoes acute volume depletion during dialysis.
Provision of such global care does not arise by happenstance. Nursing staff must have a prospectively developed plan of care that includes staff education and ongoing review. They will require insight into the patient's concerns about fetal development and their role as a support system to both parents. Facilitation of effective communications is a primary goal through the 40 weeks of gestation.
The dialysis nurse necessarily has a primary role in monitoring physiological processes and outcomes, including blood chemistries, blood counts, transfusion needs, weight gain, blood pressure, and fistula recirculation. The physician may set goals, but the nurse and the patient face the day-to-day process of meeting them.
A final nursing necessity is not to drop the ball after labor and delivery. These patients are very special, receive extraordinary amounts of attention pre-partum, and are as likely to have post-partum depression as any or perhaps more. The patient now has new personal, social, and physical adjustments and needs the support of the Reproductive capacity in female patients on chronic HD team who brought her through the previous truobled months.
Recent experience at our dialysis unit with two women who carried pregnancies successfully leads us to believe that the frequency of dialysis should be increased in order to permit an essentially normal diet for a pregnant woman as prescribed by an attentive nutritional counselor. The increased frequency of dialysis would permit a lower time-averaged concentration of urea nitrogen. The data recently generated by the National Cooperative Dialysis Study (7) suggests that maintaining the time-averaged concentration (TAC) of urea nitrogen in the range of 50 mg/dl is associated with better preservation of hematocrit values, decreased transfusion requirement, better control of blood pressure, and significantly reduced morbidity during a course of chronic dialysis. When morbidity was looked at relative to TAC urea nitrogen and protein catabolic rate, it was found that optimal results seemed to cluster at the intercept between a relatively low TAC urea and a relatively generous protein catabolic rate. This suggests that careful monitoring of blood chemistries and nutrition during this critical time in a dialysis patient's life may have significant benefit to the patient. If that patient happens to be pregnant (a circumstance which did not occur during the NCDS), the value of the benefit may be shared between two or more beneficiaries.
Accumulated experience so far indicates that pregnancy in the dialysis patient is rare, that maternal mortality is apparently nil, that infant size is reduced, but infant development and subsequent health are normal, and that there are theoretical benefits to increasing both dialysis and nutrition during this critical time.
After delivery, there are certain metabolic considerations raised concerning the management of the infant. Most of the mothers will have had secondary hyperparathyroidism and the infants in consequence may have relatively suppressed parathyroid function (8) . Tetany has been reported in infants born of mothers with hyperparathyroidism. Children born to mothers who are on dialysis should be followed for this, with not only clinical observation for tetanic manifestations, but also laboratory confirmation of serum calcium levels until it is clear that the child's endocrine system is functioning independently. Most of the children reported have normalized both their BUN and creatinine within 48 hours of delivery.
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Careful documentation and reporting of the circumstances attendant upon all such pregnancies is greatly recommended for the next several years, so that sufficient information can be collected to optimize the management of these unique patients.
